In the fall of 2013, the first author (SS) attended the Association for Academic Psychiatry's annual meeting in Charleston, South Carolina. During a panel discussion on the second day, the issue of why there are so few women leaders in psychiatry did not simply emerge-it exploded, so much so that it was a challenge for the highly skilled facilitator of the discussion to move the conversation away from gender and into other areas of navigating a career as a psychiatric educator. At the workshops, conversations and questions invariably led back to this concern about the lack of women leadership in psychiatry.
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Women and leadership is a hot topic, not only in the sense of its public popularity, but also in the strong beliefs and contested opinions it elicits about why so few women hold leadership positions. In post-AAP conversations, we reflected on the genuine concern expressed by conference participants who were courageous enough to speak about a topic that often provokes visceral, and sometimes vitriolic, reactions. Our conversations led us to consider how the dialogue generated during the AAP conference on the topic of women and leadership in psychiatry has deep roots in our current social and cultural environment. We discussed how a North American post-feminist culture that places such a high value on individualism influences how we develop, promote, and retain women aspiring to assume and be successful in leadership roles. The lack of women in leadership roles is not unique to psychiatry. This article provides a brief overview of feminism, post-feminism, and individualism as a means of grounding the conversation. We also offer considerations on which leaders in departments of psychiatry may reflect as they work toward maximizing female talent in their settings.
Feminism, Post-feminism, and Individualism
There are many "feminists" and many different theories. Modern feminism, however, can be grouped into three waves: The first wave spanned the late nineteenth century to the early twentieth century; the second wave occurred between the early 1960s and the late 1980s; and the third wave began in the early 1990s and continues today into post-feminism.
The first wave of feminism emerged in the context of industrial society, liberal politics, and the movement to abolish slavery. Its goal was to create access and equal opportunities for women, with a focus primarily on suffrage but also on access to education and health care; the right to work, possess money, and own property; and women's right to themselves and their own bodies. First-wave feminists spent years in activism that can be traced back to the Middle Ages. Most people consider the first wave to have ended when women were granted the right to vote.
Second-wave liberal feminism of the 1960s and 1970s emerged in the context of postwar Western welfare societies and the civil rights movement. The second wave focused on expanding equal opportunities for women within our existing social, economic, and political system. It was widely believed that our societal systems did not have to make any fundamental changes but only needed to be modified so that women had an equal opportunity to access these systems. This liberal approach was challenged by some radical and socialist feminists who believed in a complete overhaul of the current capitalist and patriarchal systems (including the need to problematize gender, race, class, and sexual orientation). These feminists criticized capitalism and imperialism, and focused on the notion and interests of oppressed groups: the working classes, racial minorities, and, in principle, women. A common thread among all feminists during this time, regardless of their theoretical perspective, was emphasis on the collective, however. Second-wave feminists strongly believed that women could collectively empower one another.
In the 1990s, third-wave feminism, some believe, emerged in response to the backlash against the contradictions that were unexpectedly created by the second wave. It challenged the notion of universal womanhood and focused on the need to develop a feminist theory and politic that captures the contradictory experiences of women. Thus, third-wave feminism focused more on women as individuals than as a collective. It represented a shift away from a hegemonic feminism that represented privileged white, middle-, and upper-class heterosexual women toward a feminism that no longer reinforced racism and classism. According to this perspective, individual empowerment is considered key to a woman's success: "Empowerment . . . not in collective terms, as with the second wave, but in very individualistic terms. Being empowered in the third-wave sense is about feeling good about oneself and having the power to make choices" [1, p. 195] . The belief that women have the power to choose to be successful and can do so by taking personal responsibility ushered in what many believe is our current ideological world of post-feminism.
Post-feminism rejects altogether the notion of gender inequalities. According to post-feminist ideology, equality between the sexes has been well established, and the playing field is level. Women have no one to blame but themselves if they do not succeed [2] . They are encouraged to persevere and work harder because their struggles are seen not as collective or political issues but as more of a lifestyle choice. Postfeminism is based on the concept of individualism, a central and defining value in North American culture. Individualism is "a belief that the individual has a primary reality, whereas society is a second-order, derived or artificial construct" [3, p. 334] . It discourages people from contextualizing their personal issues within existing systems. It does not deny that structural inequalities exist, but it demands that each person manages and overcomes her or his problems through personal psychological changes to the self. Several feminist scholars have critiqued post-feminism in its assumption and suggestion that gender equality has been achieved and that gender struggles are a thing of the past [4] . Post-feminism creates an equality illusion that obscures or makes invisible the many ways in which women continue to be underprivileged and marginalized socially, politically, and economically in many spheres, including in the workplace.
Is the Playing Field Level between Men and Women?
A post-feminist perspective argues that all is equal between women and men. This is not the case, however, according to the 2012 Global Gender Gap Report. The report ranks 135 countries on the basis of 14 indicators that measure gender gap in four key areas: economic participation and opportunity, education attainment, health and survival, and political empowerment. The indicators assess gender-based gaps in access to resources and opportunities, rather than actual levels of available resources and opportunities in individual countries [5] . According to the report, no country has yet closed its gender gap. North America has closed 74 % of its gender gap and has shown significant improvements over the last 7 years (improving by 5 % between 2006 and 2013).
Women's underrepresentation in academic settings, including universities and teaching hospitals internationally, has been well established [6] [7] [8] . This underrepresentation is especially true for leadership positions: the higher the rank, the more skewed the gender representation becomes [6] . In addition, women are underpaid in comparison to men who hold the same positions-a gap that cannot be explained by age or rank and may be more extreme for women of color [6] .
The Nordic countries have come closer to closing the gender gap than any economy in modern history. All of the Nordic countries, except Denmark, have closed over 80 % of the gender gap. It appears that Nordic countries have rejected the notion that gender equality comes from individual transformation. Leaders in these countries have taken a systemic approach to closing the gender gap. For example, these countries were early adapters in giving women the right to vote; their political parties introduced voluntary gender quotas in the 1970s that resulted in high numbers of female political representatives; and they have implemented generous maternity leave provisions and inexpensive daycare, which acknowledge women's high labor participation. As an example of a top-down approach to promoting women's leadership, publicly listed companies in Norway are required to have 40 % female board membership [9] .
Addressing homophily, people's preference for associating with similar others, is a strategy for closing the gender gap. For example, initiatives to increase women's participation in politics and the workforce, as described above, have somewhat addressed the issue of homophily. According to the similarity-attraction paradigm, individuals form more positive evaluations and decisions about people whom they see as most akin to themselves [10] . This preference has been called "homosocial reproduction" [11] . Kanter [11] posited a link between this preference and the attainment of leadership roles. She argued that all bureaucracies try to minimize uncertainty. Uncertainty is always present when individuals are relied upon to make decisions. One way to minimize uncertainty is to close top administration positions to individuals who are regarded as "different." As a result, women have a difficult time entering the male-dominated ranks of top management and continue to occupy only a small portion of executive positions with the greatest power and authority.
Adding to the complexity of the issue of women in leadership is the fact that the few women who occupy executive positions are often viewed as "tokens" by the male "dominants" [12] . As tokens, these women are seen by the rest of the group as representing their sex [11, 12] . Because tokens are more highly visible, they get attention that dominants do not get. As a result, the differences between female tokens and male dominants tend to be over-exaggerated. Women also may feel like outsiders in their workplace environment due to exclusion and feeling unwelcome, undermined, silenced, or objectified [13] . Unfair treatment of women in the workplace can have a detrimental effect on self-confidence and career achievement because women may not want to attract attention or visibility and may thus be reluctant to participate and engage in professional activities [14, 15] .
Despite the considerable changes in women's and men's roles in the workplace and in society over the past four decades, gender stereotypes of women as exhibiting primarily feminine traits and men as possessing primarily masculine traits have remained unchanged. Similarly, stereotypes of good leaders have remained fundamentally the same despite the considerable increase in female managers [16] . A study that compared current beliefs about what characterizes a good manager with those of the past three decades found that people continue to ascribe stereotypically masculine traits to good managers. The authors concluded that "Think managerthink masculine" and "Think manager-think male" remain the dominant perspective among both men and women [17] .
Discussions about women and leadership in a post-feminist era tend to focus on how to "fix" women, rather than on identifying structural issues that must be addressed to facilitate women's full participation at all levels of our institutions [18, 19] . Understanding why there are few women in leadership positions in general, and specifically in psychiatry, requires taking a balanced approach that considers not only each woman's individual responsibility to take action, but also the roles and responsibilities of institutions in creating a less "chilly climate" for women [20] .
What Can Departments of Psychiatry Do to Close the Gender Gap?
Mirroring the struggles of women in greater society, women physicians are tasked with overcoming social and institutional obstacles to achieve acceptance and representation [21, 22] . Although more women are pursuing careers in medicine and psychiatry, there has not been a corresponding increase in the number of women in leadership positions in these fields. Two patterns of underrepresentation have emerged. First, women are less likely than men to move into professional positions, especially leadership roles, within their field. Second, women are underrepresented relative to their share of the general population in all levels of a profession [23] . The situation in academic psychiatry reflects the first pattern. In the USA, half of all medical students and residents and one third of full-time faculty are women, yet women remain largely underrepresented in leadership [24] . In 2011, there were no permanent leadership positions in which the proportion of women was greater than that of men in academic medicine. Women make up 22 % of division and section chiefs, 22 % of associate and vice-chairs, 14 % of department chairs, and 12 % of decanal positions [24] .
Several systemic strategies could help psychiatry to close the gender gap in leadership. Increasing the representation of women in leadership roles in academic and hospital settings has been on the agenda of universities and governments for a long time. For example, Canada lays out gender-equity goals in the Employment Equity Act, the Canadian Human Rights Act, and the UN Convention on the Elimination of All Forms of Discrimination against Women, but these goals are not currently being met [25] [26] [27] .
Gender Diversity Policy
Among the many approaches to change is the implementation of policies governing the hiring process, such as legislative quotas and employment-equity policies. Departments of psychiatry could implement a gender-diversity policy that reflects the department's commitment to maximizing female talent and creating a more balanced gender composition. Such a policy could provide measurable objectives for achieving gender diversity. The gender diversity policy could be publicly disclosed in reporting structures and/or on departmental websites, along with data about the proportion of women employees in the organization who hold senior executive positions. Departmental leaders could also demonstrate forward thinking by stating where they would like to see the proportion of women leaders in the next 5 years.
Although there may be some skepticism about the effectiveness of policies in promoting social change, they have been shown to play a role in breaking through the glass ceiling for women in academia [28] . In addition, recent studies have found that companies with a more balanced gender composition are more innovative than companies with a high concentration of one gender [29, 30] . Increased innovation is reason enough for academic departments to recognize and value gender diversity. A department's innovativeness may also increase its ability to recruit and retain individuals with promise and talent.
Gender Quotas
People in leadership positions could address homophily by implementing gender quotas in hiring, retaining, promoting, and developing women leaders. We know that the use of a quota system to improve gender and demographic diversity in organizations is often met with mixed reactions. Several popular misconceptions have surrounded gender quotas: (1) the playing field is now level, so we do not need gender quotas; (2) the public does not support the use of gender quotas; and (3) white males will "lose out" if gender quotas are implemented. These misconceptions have proved to be more myth than fact [31, 32] .
Quotas are designed to rectify the extreme gender imbalance that persists despite female advancements in education and workforce participation. In fact, quotas have been so successful in Denmark that they are no longer needed to maintain and retain women leaders in politics. For those who argue against the use of quotas, take a moment to reflect on this question: If women have been part of the professional and managerial ranks since the 1970s, then why, almost half a century later, are only 4 % of Fortune 500 CEO positions held by women [33] ? Further, why do 10 % of Fortune 500 companies have no women on their boards, and why do two thirds have no women of color on their boards [34] ?
In addition to enforcing a quota system, psychiatry departments need to pay careful attention to the informal processes of exclusion and devaluation that impede women's achievements [14, 35] . Gender inequality practices are pervasive, long-standing, and often well hidden and are carried out through micropolitics that are difficult to address through policy [7, 8] . Research has shown that policies intended to address gender inequality are often not well implemented, monitored, or enforced [8, 36] . Implementing new policy should be one part of a larger strategy to address gender inequality.
Mentorship Programs
Departments of psychiatry could address the "Think manager-think male" perspective by implementing programs that encourage female networking, mentoring, and role modeling. Women face structural constraints in developing personal networks because homophily strongly influences network formation [37, 38] . Most departments of psychiatry across North America are male dominated. This means that women have fewer opportunities to develop homophilous ties within their colleagues and rely more on heterophilous ties, which tend to be weaker and are more subject to disruption [39] . Faculty mentoring and informal conversations about research take place within the informal networks of a department. The absence of ties to these informal networks creates a perception of exclusion.
Mentorship research emphasizes having or being a mentor and having identifiable role models as essential to advancement into leadership positions [40] [41] [42] [43] . Despite the potential benefits, many women in academic health systems do not have adequate mentorship [42, 44] . When they are mentored, they often report negative mentoring relationships. One study found that female mentees in psychiatry are less likely to be encouraged by their mentors to participate in outside professional activities, are three times more likely to have mentors take credit for female mentees' work, and frequently perceive their mentors as negative role models [45] . In addition, women in positions of authority found that their attempts to provide individual mentoring to others were ignored or even thwarted. For example, female chairs in medical schools found that males, as well as females, under their leadership were more resistant to reporting to them or accepting their leadership styles and decision-making [46] .
Women physicians struggled to balance the pursuit of education and expertise with the societal expectations to reproduce and be responsible for family life [21, 22] . Departments of psychiatry could establish mentorship programs that emphasize understanding the role that gender plays in a hierarchical academic environment. Such programs might bridge some of the gaps women experience within informal departmental networks. They could also provide future women leaders with opportunities for socialization, skills building, networking, and brainstorming around how to balance professional and personal demands.
Conclusion
Women are more likely than men to perceive that their gender is a cause of inequitable treatment [47] . We have provided an overview of how post-feminist notions of individualism discourage people from contextualizing their personal issues within existing systems. Despite the belief in a level playing field, a gender gap does exist that is maintained through homophily, tokenism, and gender stereotypes in leadership. Serious structural barriers impede progress toward greater gender diversity. We have suggested various ways in which departments of psychiatry can create a more inclusive environment for women. Leadership needs to consider policy changes, quotas, and formal mentoring programs to address the challenges that women face in reaching senior-level positions.
Implications for Academic Leaders • Women are underrepresented in leadership roles in departments of psychiatry across North America.
• Gender-diversity policies, gender quotas in hiring, and retention/ promotion strategies could be used to maximize female talent and create a more balanced gender composition.
• Current leadership must reflect on the informal processes of exclusion, devaluation, and micropolitics that impede women's achievements.
